**Dear Editor,**

One-step melanoma surgery undoubtedly turned out to be one of the innovations of our time \[[@ref1]\], \[[@ref2]\]. It applies to groups of patients where the tumour thickness could be measured preoperatively/by ultrasound (while in parallel also determining the status of the locoregional lymph nodes) but also to patients where the ultrasound assessment is not obligatory \[[@ref1]\], \[[@ref2]\], \[[@ref3]\]. It is believed that the preoperative high-resolution ultrasound even with 15-MHz-20 MHz to a very large extent correctly identifies thin MMs and allows appropriate surgical margins to be selected and eventually to save the need for further re-excision \[[@ref4]\], \[[@ref5]\]. The frequency of ultrasonography can reach up to 75 MHz, considering that the main limitations on its usefulness in the diagnosis of tumour thickness may be associated with certain histological characteristics such as the presence of an inflammatory/lymphocytic infiltrate or naevus remainder, which can overestimate the thickness \[[@ref4]\], \[[@ref6]\].

Furthermore, the possibilities of sonography are limited in terms of differentiating between malignant and benign tumours from a morphological point of view which is a disadvantage especially in the case of-of tumour regression or amelanotic melanoma \[[@ref7]\]. The existing standards for the melanoma treatment require the conduct of the so-called excision biopsy followed by a histopathological assessment of the tumour thickness and, depending on it: performing re-excisions with different fields of additional surgical security, combined or not with the determination of a draining lymph node \[[@ref8]\].

The drawbacks of this methodology are many: 1) the different treatment time of the preparations, which, according to the institution, may not coincide with the two-week period for performing a re-excision, for example, 2) the willingness for a second opinion of the patients themselves, which makes the re-excision pointless if the deadlines for the latter are not met. As well as 3) the refusal of re-excision for various other reasons, which can be both objective and subjective.

Because of these facts, the preoperative assessment of tumour thickness creates several unique opportunities to minimise these problems and to optimise the approach to the patients to a maximal extend, namely:

1\) For all lesions that are clinically and dermatoscopically indicative of cutaneous melanomas or melanoma in situ, preoperative ultrasound of the primaries should or could be performed. If the primaries have a tumour thickness of less than or up to 1 mm, then a re-excision with a surgical security field of 1cm in all directions should be planned without removing the draining lymph node ([Table 1](#T1){ref-type="table"}). Table 1One step melanoma surgery (OSMS): Tchernev G et al. recommendations \[[@ref6]\]. The crucial step of the procedure remains ultrasound. 20 MHz ultrasound may overestimate tumour thickness due to the lymphocytic peritumoral infiltrate. Therefore, 75 MHz has been suggested to overcome this possible drawback \[[@ref7]\].Breslow thicknessRecommended surgical marginsMelanoma in situ1.0 cm (clinical/dermatoscopical evaluation obligate/if possibility for echographical examination -from benefit)\<1 mm1.0 cm (clinical/dermatoscopical evaluation obligate/if possibility for echographical examination -from benefit )1.01 - 2.0 mm1.0 cm (with SLND), (echographical tumour thickness measurement preoperatively recommended)2 mm- 4 mm2.0 cm (with SLND) ethnographical tumour thickness measurement preoperatively recommended\> 4 mm2.0 cma) no enlarged lymph nodes- 2 cm resection is sufficient,b) in the presence of enlarged lymph nodes- to be removed together with the excision of the primary tumorous tissue!2) If the primaries has a tumour thickness above 1 mm and less than 2 mm, the surgical security field will be 1 cm and will be combined with the simultaneous removal of the draining lymph node within one surgical session ([Table 1](#T1){ref-type="table"}) \[[@ref1]\].3) In tumours with a thickness between 2 and 4 mm, echography could be used analogously to those already mentioned in items 1 and 2, with the surgical security field being 2 cm in all directions ([Table 1](#T1){ref-type="table"}).4) For tumours with a thickness greater than 4 mm, the single-step melanoma surgery also finds an adequate application ([Table 1](#T1){ref-type="table"}). If the locoregional lymph nodes are affected, the primaries is removed within one surgical session along with them (and a corresponding field of surgical security). If they are not affected (of clinical and ultrasound point of view), the determination of a draining lymph node is not recommended (even in tumours over 4 mm) due to the fact that the metastasis is probably already performed: 1) haematogenous, 2) by accessory lymphatic vessels, or 3) for one reason or another, the draining lymph node has not captured the tumor cells.

In all the three options described, the optimization is due to 1) reducing the number of surgical interventions from two to one, 2) the better control of the disease as a whole: the absence of risk of delaying a potential re-excision or patient's failure to attend for the second surgical intervention, and 3) limiting the costs of the subsequent potential second hospitalization \[[@ref1]\], \[[@ref2]\].

Recently published data are evidencing that the single-step melanoma surgery is also applicable to patients with clear clinical and dermatoscopic criteria for thin cutaneous melanomas, even without the need for preoperative tumour thickness measurement \[[@ref3]\], \[[@ref9]\], \[[@ref10]\], are also of interest. Re-thinking the approach to patients with skin melanomas is yet to come \[[@ref10]\].
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